INTRODUCTION
Benign Prostatic Hyperplasia (BPH) is a condition of pathological abnormalities that most commonly occurs in men and its incidence rate increases with age [1] [2] [3] [4] [5] [8] [9] [10] 22, 27, 28, 29] . This is the most common cause of lower urinary tract syndrome (LUTS) in men that occurs from the age of 50 years old [1, 11, 20] .
Evaluation and guidance that directs and determines the symptoms of obstruction due to prostate enlargement is the widely used complaints scoring system namely the International Prostate Symptom Score (IPSS) which was developed by the American Urological Association (AUA) and standardized by the World Health Organization (WHO). This system can describe the severity of voiding complaints accompanied by the level of quality of life of patients [7, 12, 18] .
The Transurethral Resection of Prostate (TURP) is the most popular therapeutic modality in BPH management and it is still the gold standard for BPH operative therapy [1] [2] [3] [4] [5] [6] [7] 23, 28] . There is no maximum limit of prostate size for this procedure in the literature, this depends on the specialist's experience in urology, speed of resection, and the tools used [7] .
Usually [12] [13] [14] 19] . In this study, the limit used is 75 grams according to the Campbell-Wals urology [25] . We aim to find differences in TURP outcome between patients with prostate size > 75 grams and < 75 grams.
METHODS

Patients
This research is a retrospective study by taking medical record data of BPH patients undergoing TURP surgery at Karawang Hospital from January 2017-April 2018. Patients' complaints in the form of LUTS and the most frequent surgical indications of acute urinary retention caused by BPH were collected. We operated these patients with noncontinuous mono-polar TURP with a maximum operating time of 60 minutes. All procedures performed in this study were in compliance with the guidelines of the Local Review Board and Ethical Committee and data were obtained with patient consent at the time of procedure/data collection.
Patients were grouped according to prostate size: group 1 consists of patients with prostate size > 75 grams and group 2 consists of patients with prostate size < 75 grams. Preoperative history includes urinary complaints and quality of life of patients (QoL) based on the International Prostate Symptom Score (IPSS), clinical examinations including digital rectal examination, complete blood examination, kidney function, electrolytes, and abdominal ultrasound to measure prostate size. One week after the patient was discharged, we assessed their urinary complaints and QoL based on IPSS. We evaluated IPSS and QoL by asking the patient seven questions for IPSS and one question for QoL. Interpretation of IPSS had three categories: mild (symptom score ≤ 7), moderate (symptom score ranges [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] , and severe (symptom score ranges 20-35). QoL showed how satisfied the patient was if the patient had to live with his current urinary symptoms for the rest of his life. QoL had range score between 0-6 (delighted-terrible).
Patients, who had LUTS complaints caused by bladder tumors, neurogenic bladder, and history of TURP surgery, were not included in this study. All patients received prophylactic antibiotics of 1 gram intravenous ceftriaxone. All TURPs were carried out by spinal anesthesia and done by senior residents (semester 8-10) who were already independent in doing TURP. Non-continuous Olympus working element and diathermy was set with 80-100 Watts for cutting and 40-50 watts for coagulation. During the TURP procedure, 5% dextrose fluid was used as irrigation. Resection started from the middle lobe of the prostate, then continued to the left lobe at 4-5 and continued at 1 o'clock, then continued to the right lobe of the prostate starting at 7-8 o'clock and forwarding at 11-12 o'clock. Control of bleeding was carried out to the maximum extent possible by coagulating the source of bleeding. The prostate chip was removed using Ellik evacuator, and finally, 22-24 Fr 3-way catheter was installed accompanied by irrigation using 0.9% NaCl 80-100 drops per minute.
Intra and postoperative complications (TURP syndrome, bleeding, blood clot retention, and urethral stricture) were all recorded in the patients' medical record. After the
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patient returned from the hospital, the control to the urology polyclinic was evaluated for voiding complaints and the quality of life of the patient. We presented Intra and postoperative complications (TURP syndrome, bleeding, blood clot retention, urethral stricture) as eventual complications. The postoperative laboratory was taken 24 hours after surgery.
Statistical Analysis
Data was taken through patients' medical records and then processed descriptively to compare pre-and post-operative complaints, complications, quality of life, laboratory (hemoglobin, hematocrit, leukocytes, and platelets) and the presence or absence of other surgery in patients. Independent T-test and Mann-Whitney U test were performed to analyze the data. All statistical data were processed using SPSS 23.0. P-values of less than 0.05 were deemed statistically significant.
RESULTS
A total of 40 patients who underwent our TURP surgery were evaluated: 20 patients with prostate size of more than 75 grams (group 1) which met the inclusion criteria and 20 patients with prostate size less than 75 grams (group 2). The average age of patients in this study was 65.6 ± 9.9 years for group 1 and 65.3 ± 10.2 years for group 2. The average prostate size was 105.5 (75.7-263) grams for group 1 and 40.5 (20-70) grams for group 2. The incidence of acute urinary retention was 19 patients (95.0%) in group 1 and 11 patients (55.0%) in group 2 (p < 0.05), meaning statistically significant.
The values of IPSS and QoL before surgery showed no statistically significant differences between group 1 and group 2 (p > 0.05) as shown in Table 1 and Table 2 . While postoperative IPSS values in the "incomplete emptying" section showed significant differences, where the complaints were more common in group 2 (p < 0.05). Postoperative QoL values also did not show significant differences between group 1 and group 2 (p > 0.05) as shown in Table 2 .
There was no intraoperative complication (TURP syndrome) in either group. Three patients had postoperative complications. One patient had blood clot retention and one patient had hematuria, occurred in group 2 on the first day after surgery. One patient had urethral stricture, occurred in group 2 after three months follow up. Comparison of intra-and postoperative in these two groups showed no statistical significance (p > 0.005) Table 4 shows the comparison of hemoglobin reduction between group 1 and group 2. In group 1, the median value of hemoglobin reduction is 0.75 and in group 2, the median value is 1.25. There was a decrease of hemoglobin on each group, but the result did not show a statistically significant difference (p > 0.05). 
p-value
Hematuria 0 (0%) 1 (5%) 1.000
Blood clot retention 0 (0%) 1 (5%) 1.000
Stricture urethra 0 (0%) 1 (5%) 1.000 TURP syndrome 0 (0%) 0 (0%) 
DISCUSSION
The main objective of BPH surgical treatment modalities is to reduce patient complaints, reduce the number of complications, improve quality of life, improve urine flow and reduce the incidence of repeat surgery [15, 16] . Transurethral Resection of Prostate (TURP) is the most commonly used operating modality, this action supersedes other operating modalities and is still the gold standard for BPH management [12] . More than 95% of BPH cases are treated with TURP operations with various medical indications including acute urinary retention, failed trial without catheter (TwoC), recurrent urinary tract infections, recurrent macroscopic haematuria, urinary tract stones, decreased renal function caused by BPH obstruction and pathological changes in the bladder and upper urinary tract [7, 17, 24] . For large-sized prostate (> 75 grams), open prostatectomy is still one of the options for therapeutic modalities, although the definition of "large" here is subjective and still debated, the procedure depends on expertise, experience, and speed of resection of operators [12] .
There is always a risk of the possibility of perioperative complications in patients with large prostate size, such as intra and postoperative bleeding and TURP syndrome. But more advanced operating equipment, irrigation fluids, and surgical techniques caused a significant decrease in the number of complications, such as the incidence of TURP syndrome which is now below 1% [12] . Early complications that can occur along with TURP can be in the form of bleeding that requires transfusion (0-9%), TURP syndrome (0-5%), AUR (0-13.3%), blood clot retention (0-39%), and urinary tract infections (0-22%). Meanwhile, the perioperative mortality rate (first 30 days) was 0.1%. In addition, long-term complications that can occur include urinary incontinence (2.2%), bladder neck stenosis (4.7%), urethral stricture (3.8%), retrograde ejaculation (65.4%), erectile dysfunction (6.5-14%), urinary retention and UTI [7] .
Open prostatectomy is the most invasive method of surgery with greater morbidity. Early complications that occur at the time of surgery were reported as much as 7-14% in the form of bleeding that requires transfusion [7, 21] . Meanwhile, perioperative mortality (first 30 days) is below 0.25%. Long-term complications can include bladder neck contractures, urethral stricture (6%) and urinary incontinence (10%) [7, 26] due to blood clot retention (1,5%). Long-term complications include urinary tract infections (7.5%), epididymo-orchitis (3.1%), urinary incontinence (0.9%) and bladder neck contractures or urethral strictures (2.2%) [31] .
Our patients were male patients with an age range of 65.6 ± 9.9 years for group 1 and 65.3 ± 10.2 years for group 2. The average prostate size was 105.5 (75.7-263) grams for groups 1 and 40.5 (20-70) grams for group 2. Another study conducted by Joshi et al. [1] from the urology department of Dhulikhel Hospital-Kathmandu University Hospital, Dhulikhel, Kavre, Nepal, obtained a comparison of the patient's age was 71.8 ± 6.9 years for the group 1 and 68.2 ± 12.7 years for group 2. The average prostate size was 88.8 ± 8.7 grams for group 1 and 40.3 ± 11.8 grams for group 2. The incidence of acute urinary retention in our study was 19 patients (95.0%) in group 1 and 11 patients (55.0%) in group 2 with a value of p < 0.05, which is different compared to data found in Joshi et al. [1] study which found the incidence of acute urinary retention in 11 patients (36%) in group 1 and 10 patients (28%) in group 2 with a value of p > 0.05, meaning not statistically significant.
The values of IPSS before surgery in our study obtained a comparison of results that were not statistically significant, whereas in Joshi et al. [1] study, there were significant pre-operative IPSS results on the incomplete emptying parameters which occur in 30 patients in group 1 and 28 patients in group 2 with p-values < 0.05, while other IPSS parameters showed results that are in line with our research. Quality of life (QoL) values before surgery in our study were also not statistically different between group 1 and group 2, whereas Joshi et al. [1] study showed significant results, namely 4.26 in groups 1 and 3.22 in group 2 with p-values < 0.05.
The IPSS values of incomplete emptying parameters showed 0.9 in groups 1 and 0.4 in group 2 with a p-value < 0.05, whereas in Joshi et al. [1] researchers did not compare QoL after surgery. In our study, comparison of incomplete emptying between each group showed statistical difference in after surgery IPSS. Based on the score (0.9 vs 0.4) with p-value < 0.05, it had statistical significance, but it had no clinical significance.
Postoperative complications in our study were blood clot retention (1 patient), hematuria (1 patient) and urethral stricture (1 patient) which all occurred in group 2, with no clinical significance compared to group 1 (p > 0.05). Meanwhile, postoperative complications in Joshi et al. [1] study was TURP syndrome (2 patients in group 1) and urethral stricture (2 patients in group 2), with no statistical significance.
Nevertheless, the limitation of this study is the number of patient was too small. We should be extended to a larger population and longer time to follow up.
CONCLUSIONS
In conclusion, TURP procedure for patient with prostate size > 75 grams is safe and effective with lower complications, and there is no significant difference compared to patient with prostate size < 75 grams.
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